signs of tuberculosis. On the left arm is an upper sound, supple vaccination scar 1 in. by 3 in. in size. Two inches below this is a second scar of which the upper and lower crescents show the apple jelly infiltration characteristic of lupus vulgaris, and the surface is slightly crusted.
Clinically there is no doubt of the diagnosis, and the case is shown because of the extreme rarity of lupus appearing as a local sequela of vaccination. It is true that the condition is mentioned in the larger textbooks, and no doubt it was much more common when lymph was used from individuals or from animals infected with tuberculosis. In the present case the lymph came from an approved reliable source, and, on inquiry, there was no recorded instance of any tuberculous or other lesion appearing on a vaccination scar obtained with this particular lymph.
The patient's father has a seven years' history of phthisis. He has been certified, and sanatorium treatment was advised but refused. The possibility of the father having sucked off the lymph from one lesion was considered as a mode of infection, but inquiry elicited the fact that both parents were in favour of vaccination, and had no wish to interfere with its natural course.
There remains a possibility of external infection of the open sore, but it would appear to be unlikely that the entering bacilli could develop so rapidly as to prevent initial healing of the vaccinial pustule. It is suggested that, following dissemination, tubercle bacilli found a favourable site for development in the vaccinial lesion.
Dr. J. D. ROLLESTON said he would like, after thirty years of fever practice, to emphasize the extraordinary rarity of any cutaneous sequelie of vaccination. The only three cases he could recall in this period were (1) a case of post-vaccinial psoriasis, which he saw at a meeting of this Section nine years ago1; (2) a case of keloid in vaccination scar; and (3) a morbiliformi eruption following primary vaccination in a young man who had been sent to hospital as a case of measles.
Lupus Erythematosus treated with Sanocrysin and Bismuth.-HENRY MACCORMAC, C.B.E., M.D.
The patient, D. P., aged 26, first noticed the lesions on the backs of her fingers in autumn, 1929; they were then considered to be " septic chilblains." They persisted throughout the summer, and additional lesions developed in a V-shaped area on the exposed skin of the chest, and on the cheeks and nose. The patient's previous history is satisfactory, apart from an enlargement of the glands in the neck.
In June, 1930, she was taken into hospital, and had four injections of sanocrysin, amounting to 1-2 grammes in all. Definite improvement followed, but the eruption subsequently relapsed, extending over the nose and cheeks in a mask-like distribution. In October, 1930, a series of bismuth injections was commenced. This brought about an immediate and marked improvement; there are still distinct traces of the eruption on the face, but the condition on the chest has oompletely cleared up, and is much improved on the hands.
I have seen similar results in other cases under my care, treated with bismuth in which sanocrysin has either failed entirely, or has caused only temporary, improvement. In this case the eruption may be included in the tuberculide group by reason of the lresence of well-marked tuberculouts glands in the neck. Thus a form of the disease, presumably tuberculous, has proved responsive to bismuth, although bismuth has not been considered to have the specific application in tuberculosis which is possessed by the gold-salts.
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he was in this country, advised using both gold and bismuth on the same day, thus enabling smaller doses of each to be used.
The bismuth preparation which he (the speaker) had used had always been a suspension of the metal, so that the improvement could not be due to quinine in his cases. In the cases recorded by Dr. Corsi and himself at the Joint Discussion with the Section of Medicine early in 1930,1 it appeared that the results of gold injections were the same, whether the patients were tuberculous or not.
The PRESIDENT and Dr. J. L. FRANKLIN referred to a case which improved under initial treatment with krysolgan, and was later given a few injections of sanocrysin. The latter caused an acute exacerbation of the eruption on the arms. Six injections of bismuth were then given, and the eruption subsided considerably. Another course of krysolgan was instituted, and the patient recovered completely.
Dr. WIGLEY said he had had two cases which had failed to respond either to gold preparations or to bismuthyl.
Dr. DOWLING said that the efficacy of gold compounds in the treatment of tuberculosis had only an indirect connection with the tubercle bacillus, but apparently it was very closely concerned with the type of lesion which the tubercle bacillus created, namely, a very chronic lesion tending to become enclosed in fibrous tissue. Lupus erythematosus was also a chronic inflammatory lesion, and that alone might explain the efficacy of the gold compounds in its treatment. Dr. Lyle Cummings had demonstrated by histological investigation in tuberculized rabbits that sanocrysin, by setting up an inflammatory reaction around a tuberculous lesion, allowed the normal defensive action of the body fluids to be brought into play. The gold itself did not appear to destroy tubercle bacilli directly.
